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Operator: Good afternoon. My nameis (Laurie) and I’ [l be your Conference Facilitator

today.

At thistime | would like to welcome everyone to the Centers for Medicare
and Medicaid Service Special Open Door Forum on the 2008 Physician
Quality Reporting Initiative Participation by the American College of
Physicians.

All lines have been placed on mute to prevent any background noise.

After the speaker’s remarks, there will be a question and answer session.

If you would like to ask a question during this time, simply press Star then the
number 1 on your telephone keypad.

If you would like to withdraw you question, press the Pound key.

At thistime I'll turn the conference over the Natalie Highsmith. Please go
ahead.
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Natalie Highsmith:  Thank you (Laurie) and good day to everyone. And thank you for joining

Michael Rapp:

us for this Special Open Door Forum.

(CMYS) is hosting this Special Open Door Forum along with the American
College of Physiciansto discuss participation in the 2008 Physician Quality
Reporting Initiative.

The purpose of this Open Door isto encourage PQRI participation and
provide steps that physicians can use to collect and report quality datato be

eligible for incentive payments.

We sent out alist serve notice to our participants yesterday informing them of
the dlides that are posted for today’ s presentation. And if you did not receive
that, the Web link is www.cms.hhs.gov/pari.

And on the left-hand side, you will see alink that says (CMS) sponsored call.
And you would scroll down to the bottom of the page under the related links
outside (CMS).

And you would click on that link and the slides should pop-up right there.
And those would be the dlides for today’ s presentation.

| will now turn the call over to Dr. Michael Rapp who is the Director of the
Quality Measurement and Health Assessment Group in the (CMS) Office of
Clinical Standards and Quality. Dr. Rapp?

Thank you Natalie. Well it’s a pleasure to be co-hosting a call with the
American College of Physicians dealing with the Physician Quality Reporting

Initiative.
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We think that first the PQRI Program is very broad and coversredlly all of the
different types of practices that there are and multiple different types of

professionals, and their different kinds of work.

But the - from a practical standpoint as you participate in PQRI, each practice
isdifferent in how they organize their practice. How do they organize the
reporting information will be different for each different type of specialty and

practice.

So we think it’s very important to have individuals that have some practical
experience with it. And so that’s why we' ve sought to have some Special

Open Door Forums that deal with the particular types of practice.

Internal medicine of courseisavery large specialty. And there are many
measures that physiciansin internal medicine can report on. And we're
hopeful that this Open Door Forum with the participation of the American
College of Physicians will be helpful to practicing internists as they seek to
participate in PQRI.

Before | turn the call over to our participants, | would like to reflect on where
we are with the Physician Quality Reporting Initiative. | think you're all
aware that thisfirst started in 2007. And it was based upon a statute that
Congress passed toward the end of 2006.

So, the participation for 2007 was for the second half of the year from July 1,
2007 until December 31, 2007. The physicians could submit data up until the
end of February of 2008. And ultimately we needed to cal cul ate the incentive
payments that would be available to the physicians.
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And we also thought it was very important to have confidential feedback
reports available to them.

Some of you may have listened in to our - some of our other calls where we
described how that would work, but we' re very pleased to note that yesterday
the payments - the incentive payments started. They will be completed by the

end of this month.

And in addition, access to the confidential feedback reports became available
yesterday.

So that’s an important milestone in the Physician Quality Reporting Initiative.
It required alot of work on alot of people’'s parts. Particularly - including
such organizations as the American College of Physicians who’ ve been active
in the development of quality measures, and helped guide usin the

infrastructure necessary to do this.

So, it’sahigh point for us. But although we' ve completed really 2007, we're
also in the middle of 2008 as individuals begin - or can participate and cement
quality measures in 2008.

In particular, starting July 1, 2008 we' ve had a new reporting period that’s
available that - for claims-based measures physicians can record unmeasured
groups. And you' [I hear more about that on this call aswell.

So again, we're quite excited about where we are with PQRI and the level of
participation. We did have a Press Release issued today that was sent out, so
you'll probably - many of you' Il be seeing that. So, again, it’s a high point for
us today.
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So now, let’s switch to what the main purpose of thisis. And that isto assist

internistsin particular in participating in PQRI.

And as part of our Open Door Forum Call today, we have several
distinguished guests that will be us. First of al, Dr. Michael Vague who isthe
Vice President for Practice Advocacy and Improvement for the American

College of Physicians.

Itsfocusis on public policy related to the patient-centered medical home and
quality improvement practice re-design to help information technology. And

he has overall responsibility for the Colleges Regulatory and Insurer Affairs
Department Practice Management Center and Medical Laboratory Evaluation

Program.

So we're very pleased to him. He will give us some general information. And
then in addition, Brett Baker who is the Director of Regulatory and Insurer
Affairs for the American College of Physicians will be speaking as to the
overall PQRI Program as well.

But then what | think will be particularly valuable for the callers - for the
listeners on this call would be the input that we'll be able to receive here from
two practicing physicians that have had experience with the PQRI Program,
and can give you practical information.

Thefirst is Dr. (Rodney Hornback) who's a practicing internist, but Dr.
(Hornback) isin full-time clinical practice in Connecticut, and helped our -

share his experiences with you.

Received his MD from the University of Pittsburgh, and did his internship and
residency in Internal Medicine at the University Health Center of Pittsburgh.
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In addition, we have participating in the call Dr. (Mary Newman). Sheisa
practicing Internist in Lutherville, Maryland. She's a graduate of Creighton
University Medical School, and did her residency at Johns Hopkins.

Again, both of these individuals have practical experience with participation
in PQRI. And I’'m sure you' re looking forward to as | am in having them share
their experiences and give you some practical guidance on participating in

PQRI.

So, without further adue, | will turn the call now over to Dr. Michael Vague.

Thank you Dr. Rapp. | appreciate the introduction. And thank you all of you

who arejoining the call.

I’m sure we have avaried level of experience on the call in terms of folks who
are contemplating participating in PQRI. Those who've probably done alittle
bit, and those who may have already been involved and looking for an update.

So our slides in our presentation will cover most of this. I'll start with some
background information and basic concepts. But the (nitty gritty) of the
measurements and the way it’s set up for 2008 will be covered by Brett Baker.

And as Dr. Rapp said, we'll give you some practical experience from two of
our (ECP) Leaders who are involved as clinical practitioners and internists
doing the PQRI Program.

S0 hopefully you have the slides here in front of you, and I’ll start on of
course Slide 2 - just the overall concept. | mean most of you are probably
familiar with this, but the PQRI launches select quality measures that are

important to your practice.
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In other words, there are no post-scribed list of measures that you must report
on, which isgreat. Because if you were going to do this, you compare the
measurements that you want to do based upon the population that you're

currently serving.

And, measure on clinical indicators that are of interest to you or patients from

your practicing partners.

Up until | was re-establish a processin the practice to look at quality across
your practice, and then continually improve. Which - the bottom line, that’s

really the goal for the program so that we achieve some quality improvements.

It has a design to be as least burdensome as possible by using claims codes on
your current encounter form based upon the measures that you’ re using. So,
while that might take some more in terms of setting-up, onceit’ sthere it

should be ableto flow fairly easily.

But we'll hear from Dr. (Newman) and Dr. (Hornback) about how they’ve
doneit. And then of course as Dr. Rapp mentioned, you will get feedback on
this program ultimately.

So, where it isin real-time that you' re getting these back as you’re doing it,

ultimately you' re going to report as to how you did as compared to others.

Thereis opinions as Dr. Rapp mentioned. We'll go into alittle bit more detail

as to how this consulates the |eader.
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As| mention it, it's a process whereby you can really improve healthcare if
you do this correctly. And take advantage of the reporting capabilities that are
being delivered by (CMYS).

If we go over to Slide 3, that’ s alittle bit about the richness of the background.
Dr. Rapp covered some of this. Thisisafollow onto awarrant enacted in
December 2006 and the PQRI for 2007. It wasa 1 1/2% bonus on al your
claimsfor the trade-up of quality measures reported through July 1st and
December 31st.

And it was a selection of 74 different measures. Not 74 different measures for
internal measures in our primary care, but that represented measures al - |

should say alot of specialties.

The idea was to pick three - up to three and - three or more, but that the key
was that you were to report on those three measures on 80% of the eligible

encounters.

So if you had 100 encounters with diabetics and you picked a diabetes
measure, you would need to report 80% of them or 80 of those patients -

encounters.

And then reporting on ameasure of - through claims code on a standard
(CMYS) claim form, and then (CMS) would do the analysisin terms of whether
you met the baseline or the threshold recording requirements. And how much

money it would do if you were awarded based upon their calculations.

If you go to Slide 4, thisis sort of arepresentative PQRI quality measure
geared towards patients with diabetes for whom you want to manage their
LDL cholesterol.
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And you'll note that the goal hereis assessing. Again, the key hereisjust
reporting what is. There isn't the cut-offs and you must have a cut-off of LDL

below a certain number. But reporting on what the LDL is.

In this case, whether the LDL was less than 100, 100 to 129, or greater equal
to 130, and then more modifiers as to whether this would or would not apply

to the patient and variegate some of those leaders.

The assessment’ s to whether eligible patient is theirs based upon your (ICD)
coding. That's important that your (ICD) codes are active and reflect the
population or the patient visit that you - that occurred.

These would be encounters that are eligible for this kind of reporting, or those

that occur in the office, nursing facility, home and (faciliary) services.

And then thislast bullet isalittle confusing. | sort of described this before, but
essentially the number of encounters with patients who are eligible for a
particular measure divided by the number of encounters - well | just messed

up again.

And other times you report a measure on eligible patients based upon the
encounters that are - that you’ ve had for that particular measure. Again, if you
have 100 diabetics coming in you would need to get to 80% of them if that
was the measure you were picking, which it recorded this particular measure

on.

Why don’t we go to Slide 5? As Dr. Rapp indicated, intensive payments have
already been calculated. And the Press Release today was actually fairly
interesting.
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It states that 56,700 health professionals participated. And more than $36
million was generated in terms of returns to those clinicians who participated.

So | encourage you to look for the Press Release for more details.

The payments will beissuesto Tax ID Numbers for all associated clinicians
who earn the bonus. And that these are type of reports again referenced by Dr.
Rapp - will start becoming available and are available for those who can

access them right now.

And then (CMS's) mechanisms to help position the registration and the
receipt of the report from technical systems.

On Slide 8, moving on to PQRI 2008 and some of the changes that are
anticipated. In 2007, Congress passed a Law authorizing the continuation of
the PQRI. And it has many of the same features of 2007 programs, such as
reporting on codes for individual measures, up to three individual measures
for at least 80% of eligible encounters. And again, a 1.5% bonus.

But thereis some additional changes. Number one is the number of measures
you could chose from expanded from 74 to 119. And among those were two
structural measures related to e-prescribing and electronic health records, as
well as some additional reporting options which (Bret) will get into in some

more detail.

Moving on to Slide 7, | think I’ll wrap up with the next three slides. In terms
of why - why would you want to report for PQRI? And | short of took my
head early in a presentation from the American College of Physicians

perspective, we believe thisis an opportunity for physicians and practicesto
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really focusin on quality for what clinical conditions that are important to the

practice that you have.

It's an opportunity to use this model with some reimbursement to design
processes in your proactive to track populations of patients with particular

conditions.

Generate reports and quality codes for (CMS) to help you with. Get those
reports back. See what the gaps and cure how you compare to others across
the country. Promote team cure. Events by team members who take rolls and
responsibilities to make this process more smoothly in your practice, and then

generate quality improvements over time.

The quality codes that you' re using for this Law, they may ook onerous when
you look at the whole range of them and the large number of measures. Once
you hone in on the kinds of measures you want to measure - kind of measure
you want to use based upon the population you serve, and start using themin

practice.

Our experience and our expectation is that it would no be as troublesome as it

might appear at first glance.

On Slide 8, we think thisis an opportunity to get experience and quality

improvements within your practice with some reimbursement tied to that.

And we do believe, and obvioudly it remains to be seen, but we do expect this
type of quality reporting and incentives will be part of the reimbursement

moving forward.
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And thisis an opportunity to get involved with thisrelatively early, and there
also be with little risk.

We think that the PQRI is an opportunity to get this experience, trandate into
changesin practice.

And if you switch to Slide 9, there is a growing movement to have a patient-
centered medical home.

And for those of you not familiar with that, thisis sort of a model of changing
practice to be more patient-centered and more focused on what patient need

instruction processes within your practice.

To identify clinical conditions, use evidence-based guidelines, to promote
better care, help your patients manage their own conditions, work with
families, community-based organizations, to help the patient when their not in
your office, introduce new access in communication opportunities and
whether that’ s enhanced tel ephone access, secured email access, group visits,
scheduled telephone visits.

The kind of things that patients have told us they like, and which we probably
as physicians would like to deliver but in the current model become difficult.

Aswell, we're not there yet obvioudly. But the model doesinclude

performance-based compensation.

In the PQRI isamodel of performance-based compensation. And as we do
demonstration projects in the commercial sector for the medical home, the
kinds of measures that the PQRI islooking at are the same measures that

we're looking at in a demonstration project.
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So again, thisis an opportunity to sort of jump up and take advantage of this
program, start making changes in the practice, start seeing how your practice
is performing on particular quality measures of your choice, and getting
reimbursed for it even as the changes around you are taking place. And get
you better informed as to what’ s happening.

So with that, I’ m going to turn it over to Brett Baker who is our Director of
Regulatory and Insurer Payers. And he's going to get into a bit more specifics
about the measures and the reporting opportunity here. Brett?

Thank you Michael. And again, thanksto all of you who have dialed in to
participate in today’s call. We do want to talk - as Michael’ s job description
stated, you kind of go on atime on the basis center medical home and quality

improvement.

And we want to take the opportunity to mention that delivery model and the
kind of traction that it’ s gotten the attention to it, and how that in different
forces or movements can kind of align under the patient-centered medical

home model asit’s called.

Y ou know, the accountability on the practice for quality - tracking quality or
reporting quality measurement and improvement. So we think PQRI is a part
of that, and there’ s alot of synergy that’s made some of these efforts that are
already underway.

| do want to talk about your reporting options for 2008. Y ou know, we are
half way through the year now, but there' s still plenty of opportunities to
participate in the PQRI Program and earn your bonus for 2008.
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(CMYS) has expanded the options through new reporting periods and reporting
methods. And as stated on Slide 10, you know, the reporting period can be the
12 month period or the full year of 2008, or it can be the last six months here
of 2008.

There are atotal of nine PQRI reporting methods. Three of those are clams-
based reporting which Michael described. In the background, just stating these
are just reporting quality measures on the claims for services that you're

submitting to Medicare.

And then there are also six registry-based options. And that’s aclinical
registry where as - to which physicians will report information to be

aggregated and analyzed.

And (CMS) is still kind of working out the details of this reporting option, and
from which registries they’ || be able to accept quality data, and how that kind

of fitsinto earning the PQRI bonus.

So there' s actually - it’sgoing to be six options related to reporting registries.
But we're going to focus on the remainder of this discussion on the claims-
based reporting options. But at least in 2008, they will be the ones that are
most acceptable to internists. We will briefly describe the reporting - the
registry-based reporting options as well.

Moving on to Slide 11, you have three claims reporting options for 2008. One
isfor the entire 2008 recording period - 12 month period - January 1 through
December 31 of 1008.

And to do that, to participate for the full 12 months you need to report on
qualities - up to three quality measures. They’ll be generally to say three for
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internists. And so out of the 119 available measures, a number applicable to
patients typically seen by internists, so we'd like to say that you' d report on
up to, you know, at least three measures on 80% of the eligible patients, and
that you need to report on those patients for the full year. And that’s option

one.

The second two options for clients-based reporting is for the last six months
here of 2008. And one option is reporting a measure group, which we'll

describe in more detail in alittle bit.

But reporting on a measure group, which (CMS) had established four measure

groups for common conditions on 15 consecutive eligible patients.

And another option would be reporting that a measure group for 80% of the
eligible patients over the six month period. So essentially what that doesis
gives you that opportunity to still qualify for a bonus payment by recording a
measure group. Even if you try to do the 15 consecutive patients, but

somehow maybe missed one in there.

If you kind of continue to report on that measure group the remainder of the
last six months of 2008, you still have an opportunity to earn a group for
report - a bonus for reporting on a measure approved. So we will get into more

detail on all of these options.

They’re reporting on individual quality measures. And thisisreally the option
that was available to you in the last six months of 2007. But if you have been
doing that - but if you chose that option and have been doing reporting on
three individual quality measures, but the sample measure we discussed

earlier - the LDL cholesterol control measure.
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If you' re reporting on those individual measures and you have been, continue
to do so for the remainder of the year.

What we would say isthat if you're doing that and you are now in - and you
also participated in 2007. Now that that feedback report is available from
(CMYS), that I’'m sure you' Il want to go access in addition to receiving your

bonus payment that you hopefully qualified for.

We suggest that you use that experience or anything you can gleam from that
information - from your 2007 participation to see if you want to make any

adjustments process wise for your reporting in 2008.

Let me make a quick reference in the slides here on Slide 12, to some of the
tools that are available to you to help you report on those individual quality

measures.

The AMA jointly with (CMS) make available what they call data collection
worksheets. And the Web site to the available through the AMA’s Web siteis
listed in the dlide.

These are very nice kind of worksheets. It's one page per quality measure. So
if you select your measures you can go and you can access the sheet for each
of those measures.

But (ACP) has made available - is asingle, but one page front and back
document that has - provides coding template for seven measures all on the
one sheet or the one page for the measures that we kind of determined would

be most applicable to general internal medicine.
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S0, you diabetes, your coronary heart disease and some geriatric measures. So
on that, and one single page we provide you the ability to kind of circle the
quality of measure codes for those quality measures, and, you know, facilitate

your appropriate reporting that way.

As (Ed Larzario) alluded to the bonus payment for reporting for afull year in
2008 will be 1.5% of your total Medicare allowed charges for 2008.

And just based on some nationally available data for general internal
medicine, you know, (ACP) has estimated - roughly estimated that amount to
be about $3,000 - would be kind of alikely bonus for a genera internists for
full reporting in 2008.

So moving on to Slide 13, again, specific to individual reporting and
individual quality measures. You may ask if you haven't started reporting on

individual measures yet in 2008. If it’stoo late? And the answer to that is no.

And I’ll admit that | was somewhat surprised when | look through the
available measures - 119 measures, and those that we had identified as most

relevant to internal medicine.

That over 30 of those measure that are very common to internal medicine
practice, only that we reported on once in a 12 month period. And those do
include diabetes measures, coronary heart disease and some geriatric

measures. Again, so the really common measures.

This does require you to identify - have a systematic way to identify the

patients who come into your office and have the conditions you select.
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And so we will hear from, as was noted, our practicing physicians who are
participating, to kind of understand how they have gone about doing this.

But this could be aregistry that you use for tracking patients of certain
conditions, or population management in your office. Or it can be aless
sophisticated method.

Thereis- as| said, the measures that you can pick - or isthat you can till
report on in 2008, and by starting now are diabetes would be example. Which
would be the three to chose would be (inflow) and (A1Cs). The LDL

cholesterol and blood pressure.

There' s also some screening measures. And we' Il talk about these types of
measures and the group measure contact shortly as well. But you can start a
report on, even starting now, the flu vaccine measures and pneumonia vaccine

measure and tobacco use inquiry.

So there' s plenty to choose from to start reporting now. Report on individual
measures. Still earn the quality bonus for your allowed charged, you know,

with the 12 month period.

Onething if you wanted - if you want to go ahead and try to do this. One thing
that you'll want to include in kind of your calculation of the measures to pick,
and knowing alittle bit about your patient population is the patients with the
affected condition - whether they’ ve been in already to see you in the first six
month of 2008. And the likelihood that they will be in again in the second six
months during which you would report the quality measure with that

encounter.
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So, if the patients are, you know, aready identified as denominator patients
the measure applies. But you don’t have another opportunity to report on them
in the last six months of 2008 even if the measure only needs to be measured
onceintheyear. Youwon't likely have the opportunity, you know, it’'ll make
achallenge to get to the 80% of the eligible patients. So, something to keep in

mind.

The next dlide, Slide 14 talks about the claims options that are available to you
beginning July 1. And that’s amajor - thisis amajor focus of our

presentation. Thisis the measure groups reporting option. And it’s another
reason for the timing of this Forum that we' re holding now jointly with
(CMYS), that aswe're just getting into July, and (CMS) has made this
information available.

But we want to kind of reinforce that, and provide it, you know, directly to
internists. And how it specifically most affects them. And we would - you
know, (CMYS) has done areally nice job of making alot of information
available on, you know, a program that’ s very broad in its breath.

And the role that we see (ACP) playing is kind of focusing some of that
information to that it’s most relevant internists to make it easier for you, kind
of, to find the information that applies to you. And then go ahead and
participate in the program.

So, the measure group option is now available. And a measure group isa
group of individual measures covering a patient with a particular condition or

preventive services.

And as| had earlier mentioned, that you can report on, you know, report the

applicable measures in a measure group for 15 consecutive eligible patients.
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Or you can report the applicable measures in the measure group for 80% of
those eligible patients during the six month period.

This provide you another opportunity if you miss a patient, and when you're
shooting for 15 consecutive patients. But you would likely - if you're going to
reach the 80%, you're likely to start reporting the measure group early and in
this last six months of 2008.

And you would certainly need to kind of report the measure group for the
eligible patients through the remainder of the year. So, that’sagood - even if
you think you get to the 15 patients - consecutive patients. It’s probably a
good idea to continue to report on those in case you missed a patient in that

string.

But also as, you know, valuable participation and experience with this type of
reporting. So, you have this processin place to do it, you may want to go

ahead and continue to do so for the remainder of the year.

But you should start that measure group reporting early. If you don't start so

early, you can gtill certainly try for the 15 consecutive patients.

This does provide measure groups for, you know, more straight-forward
reporting method, than reporting the individual measures on claims.

The reporting bonus for a claims-based measure group reporting is 1.5% of

your allowed charges over the last six months of 2008.

| wanted to talk alittle bit more about some of the measure groups. What
groups are available? There are four of them. Oneisrelated to diabetes. And
in that there are five individual measures.
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Next is Slide 15. There’s an (ESRD) here and say adrenal disease measure
group that involves four measures - chronic disease, kidney disease group
measure that involves four measures, and the preventive care measure group

involves nine individual measures.

The denominator for the measure group is the same for all the measuresin the
group. So there's one denominator for the measure group, and that’ s based on,
you know, (ICD), (ISCD 9) codes, as well asthe age of patients that you see

in your office. Primarily for measure groups.

Thereis, when you are going to report by measure groups - on Slide 16, there
are - thereisa- (CMYS) has established (G Code). A specific one for each

measure group that indicates your intent to report a measure group.

What you would do is you' d submit that measure group code, and then reply,
thus the exampl e of the code for diabetesis (G8485). And so you put that code
on thefirst claim for the patient that you’ re submitting the measure group for.

And then you’ d go ahead and list the individual quality codes that are
applicable to that patient on that same claim form.

Moving on to Slide 17, you know, how do you go about determining if the
patient fits the group? Just a couple pretty straight-forward steps.

The first being does the measure - does the measure group apply? And as |
said that would be based on the (ICD) code that you' re billing for the patient.
Which in offices - in the (ICD) code and so like for the case of diabetes would

be a diagnosis code and its 250 range that indicates diabetes.
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Since the individual measure applied - each individual measure in the measure

group does not apply to that particular patient.

So this depends on - can depend on the age of the patient, the gender of the

patient, as well as the diagnosis.

And so, when we talk about a couple of these specific examples, it'll makeit a

little bit clearer how thisfitsin for each of the measure group.

We're going to talk about two of the measure groups specificaly real briefly,
asthey’re the ones that would most likely be used by the internists. Probably
the general internists, and the first being the diabetes measure group.

Andinthat, Slide 18 alludes to the five individual measuresthat are kind of
rolled-up into the measure group. So interesting about - | think the diabetes
measure group is that al five of the individual measures apply to it - any

patient that has the same - that meets the denominator criteria.

So that isthat the denominator isthe same for all five patients. And that’s any
patient age 18 to 75 with the diagnosis of diabetes that comesin for an office
visit. So that makesit fairly straight-forward.

And then on Slide 19, thisjust a- kind of a graphic representation of that
denominator information. Which | think again kind of illustrates that
identifying your, you know, diabetes - the patients - your diabetic patients for
which the diabetes group appliesisfairly straight-forward.

The next dlide, Slide 20 is just a screen shot of what a claim form would look
like for the first patient in the diabetes measure group. So that would show

that on the standard claim form in Field 24 of the claim where you would
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report that the patient was in for an office visit - (JNR9213). Y ou would list
that - you would also list the (G Code) for the diabetes measure group to
signal that you' re reporting the diabetes measure group.

And then the individual measure codes for that - that apply to that patient.
Which in this case would be all five. But you' d need to list the code for each

of those individual measures.

As| said, there’s some uniformity in the denominator areathat makesthisa
little bit more straight-forward. Y ou know your diabetics. Y ou report your
quality measure codes. Do it for 15 consecutive patients and you can earn

your bonus.

For atypical internist it's probably pretty quickly for the number of Medicare
diabetics that you have coming into the office. (ACP) isin the process of kind
of developing a coding measure tool for the diabetes measure group where we

want to lay all thisinformation out on one page for you to see.

And then you can, for the patients with diabetes circle the appropriate quality
measure code for each of the five individual measures, so. Look for that
shortly. That'll be available through (ACP) Web site.

Now the other measure I’ll quickly touch on is the preventive measure group.
And you'll see on Slide 22, that there’ s actually nine measuresin this -

individual measures in this group.

And they span - have arange of prevention-related osteoporosis, urinary
incontinence, the flu vaccine, pneumonia vaccine, (lamodorphy), colon

cancer, tobacco use and kind of weight.
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Some of these measures - where there’ s alittle bit of complexity - alittle bit
more complexity for the diabetes measure group is that the individual
measures applicability varies by the age of the patient, and the gender of the
patient.

These are also - just pertain to office visits. So that’ s fairly straight-forward.
And then in this case, there' s no specific diagnosis covering requirements for

the denominator, so. That’s another piece that’s pretty straight-forward.

The - this measure also has a group (G Code) to indicate the group measure
reporting. And the - just to give you like an example of how the different
measures can apply to different patientsthat - if you're patientisamale - on
Slide 24.

It listsif your patient is amale age 65 to 80, that five of the nine measuresin
the group will apply. If the patient is female 65 to 69 all nine measures apply.
Andif it' safemale patient age 70 to 80, then eight of the measures will apply.

This does provide somewhat of a challenge. And, you know, (ACP) is
indicated on Slide 25 isworking on a coding tool related to the preventive
measure group that will intend to make it easier for you to - for the patient
based on the patient’ s age, gender, to know which codes, you know, measure -
individual measures you would need to report on.

And then to have the available codes to select from. In talking with some of
the (CMS) Officialsright before we started the call, Dr. (Green) of (CMS) had
indicated that (CMS) will very shortly post what they’ re calling a PQRI Made

Simpletool that will relate to this preventative care measure group.
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And will hopefully provide bare bones information you need to know to
record on this measure group. It's on the initial feedback that (CMS) received
was that it was alittle bit complicate and somewhat the far well - some of
these folks call it.

That makes me | guessfeel alittle bit better as sometimesit can be a
challenge to kind of walk through how you would, you know, report on this

measure group with the volume of individual measures.

And from a (CMS) connect information available on all these measures - the
four measure groups on its Web site and (Web 26 split). How you can go find

that on all four of these group measures.

Just quickly in the interest of time, and | know you really want to hear from
our individual members who are leaders in the College and participating in

PQRI, and hear about their experience.

S0, there are slides on the registry-based reporting option starting on Slide 27.
Asl said, theseregistries - just away for physicians to report data and can be

come essentially collected and then used for avariety of purposes.

(CMYS) will soon announce the registries that they have selected that they can
receive quality datafrom. And physicians who do report quality information
to those registries will be able to have that registry report. Quality information
on their behalf.

There are avariety of different options that reporting that information. Some
can be reporting it over - on individual members. It can be reported on groups.
It can be reporting on the full - you know, information for the full year. And

information over the last six months of the year.
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So, there are avariety of options that the payment will depend - the bonus
then will depend on the duration of the reporting. (CMS) will make that

information available in the registries.

They’'reregistries that can record by August 31. The slide lists an example of
afew of theregistries that (CMS) worked to test this option with. And has no
guarantee as to the registries that will be (afflicted). It gives you some insight
to the type of registries that may be available or participate, so.

If anyone is reporting information to aregistry and they’reinterested in
getting credit for PQRI. What they should do is contact the registry. Find out
if they did in fact self-dominate themselvesto (CMS). And then inquire asto
whether they believe that they did, they have atechnical ability to report the
information to (CMS) that (CMS) needs.

And if you can express your interest in having your (nator) reported to the
registry, so. Some of that information’s too early to point out. And that’s why
we wanted to focus on the claims option.

The next few dides - I'll talk - the next few slides talk about the stepsin the
reporting process. Michael touched - Michael Rapp touched upon these

earlier.

And thiskind of just spans the - being (inhibit) of how you go about selecting
the measures. Y ou know, having your teenager - care teen and define the rules
of those team members. Identifying patients, using coding tools that are
available to you and making sure that information submitted - using it then to

assess your performance. And you may want to do that yourself without
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waiting on the feedback from (CMYS) asit kind of takes them some time to get
your feedback on your 2008 performance.

Thisisthe type of thing that we'll be hearing from the members Dr.
(Hornback) and Dr. (Newman) very shortly. So, I'll let them talk about the
steps - their steps in the reporting process and how they found it - you know,

doable to report this information.

The Slide 32 and Slide 33 talk about some of the resources that (ACP)
currently makes available to assist members and participating in the PQRI
Program. That screen shot is a coding tool that we make currently available.
It's on Slide 32.

Slide 33 isour clinical decision support platform that has information on the
evidence related to over 300 conditions, but also has a specific quality

measure section that has the evidence related to all the PQRI measures.

So if you want to go on that, you can drill down to the level of detail you want
to find out the clinical - say clinical evidence related to all the individual
managed measures. So that took some time to put together. It'sarea nice

tool. And it'savailable for free to (ACP) members.

Now I'd liketo turnit over first to Dr. (Rodney Hornback) who isin practice
in Connecticut, and is amember of the (ACP) Performance M easurement
Committee that’ s opened the bar on these issues. And he has been

participating in PQRI.

When he finishes describing his experience, he will turn it over to (Mary

Newman) who'sin practice in the Baltimore area and participate in PQRI.
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Both of them are in relatively small practices, and you know, can, you know,
hopefully provide you some information that’ Il be helpful to you as you

consider all of your options.

Following that will be a question and answer period in which the (ACP) staff
here, as well asthe memberswill be available to answer questions. And we
have Dr. Rapp and Dr. (Dan Green) on the line from (CMYS) that will be able
to help out as needed as well.

Asyou see on Slide 35, | mentioned thereis a- there’s actually an email - a
mailbox that - related to PQRI that (ACP) created that members can submit
guestions. So if you have any questions that you'd like to ask after the call, or
we don’t get to during this session, feel free to use that.

And then there’ salink to a survey that’s available through the (ACP) Web
site that you can give us feedback on what you thought about the value of this
call. Aswell as, we have some general questions about your experience in
participating in PQRI.

So we' d ask that you take the time to quickly do that. It s very brief. It just
take you maybe two minutes to complete. And that feedback would be very
helpful to us, so. Thank you for your attention and now we'll kind of get to the
best part of the show here, and that would be hearing from your colleagues
about how they’ re participating in the program.

So, Dr. (Hornback)?

Yes|'m here Brett.

Great.
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(Rodney Hornback): Well | wasn't sure, as this program was rolled-out in 2007, whether it
would be worth the effort to participate. But | decided to try it out and see
what happened.

And | chose the diabetes measures which are the hemoglobin (A1C), the LDL
cholesterol, systolic and diastolic blood pressures. So there are four sets of (G
Codes) that have to be used.

| developed alist of patients who were Medicare beneficiaries with diabetes
simply by doing areport from my practice management software system. | use

(Mysis Tiger).

And | developed aworksheet that included the four measures. It's the four
includes the two blood pressure measures. And just checked boxes for which

(G Code) was appropriate for each patient.

And as the patients came in for visits, my staff put the worksheet along with
the encounter form, and we worked it right into the normal workflows. So as |
was checking off (99213) or (99214) for the visit, | was also checking off
what their last hemoglobin (A1C) was and what their last LDL cholesterol and

blood pressure and so forth.

And then | taught the staff to enter those (G Codes) in conjunction with the

other chart’s codes attached to that particular encounter.

At the end of the year | asked my self the question - wasit worth it? And |
simply did areport out of the practice management system querying the (G
Codes) that were used.
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And | then multiplied the total projected Medicare billings for 2008 times the
15% and divided it by the 82 unique patients that were reported on in 2007.

And in my practice as an internist in geriatrician, a substantial portion of my
revenue actually does come from Medicare. So that was - that figure is around
$200,000 ayear in total Medicare receiving.

And 15% of that is $30,000 - excuse me $3,000. And then divided that by 82
unique patients and you get afigure of $36.58 per page completed and claim
submitted.

So if you put that into the rank order of other services, it’s more valuable to
the practice in terms of revenue than electrocardiogram, and slightly less
valuable than a(99212). And alittle more than 1/2 of what is received for a
(99213).

So of all thethingsthat | do, that was the some of the easiest work that | did to
earn that fee. So | think converting in your mind to afee-for-service
equivalent, puts thisinto perspective.

Onceit'sset upit’s- it runsitself. It's on auto pilot. It was easy to remember

to doit - to start the process again when January 1st rolled around.

Now the actual effort for 2007 was actually half that. Because it was .075%

because it was only a six month period.

Y ou can flip this analysis around and you can envision a practice that has only
$50,000 in Medicare visits. And has 200 diabetics. And if you do the math
there - $50,000 x 15% divided by 200 works out to $3.75 per patient reported.
And that’s clearly just not worth the doctor’s time.
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So | think it’s dependent upon the individua practice. The 15 patients - the 15
patients in the treatment - in the group - the diabetes group - the reporting on
some additional measures on 15 consecutive patients with diabetes, that

changes the calculus considerably.

$3,000 divided by 15 patientsis $200 per patient reported on. Now that begins
to look like - well worth on€e’s effort. | mean easily worth on€’s effort to

report.

So that’ s an option that makes financially more sense. | wish | hadn’t started
reporting the other way on January 1st for this year.

So that’s my experience. I'll turn it over now to (Mary Newman). (Mary

Newman) are you on the line?

(Mary Newman): You hear me?

Natalie Highsmith: Y eswe can hear you now.

(Mary Newman): Okay. I’'m (Mary Newman). I’m in a 14-doctor group Internal Medicine and
Internal Sub-Medicine/Sub-specialistsin Lutherville, Maryland.

Our practice - with the help of our practice manager decided to do diabetes
and coronary artery disease. We picked those measures because they were
memorable to the doctor, so and their patients who tended to be more than
once ayear. S0 it gave us more chance to hit them one, two or three times

during the reporting period.
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We made - we |€ft it to the physician to figure out who needed to be reported
on. We had a paper that the doctor just kept at their desk. And it wasreally for
coronary disease a single check mark to make sure that they were on oral anti-
platelet therapy.

Or in the case of hemoglobin (A1C), the LDL, (lipo protein) control or high
blood pressure control and Type 1 or Type 2 diabetes, you could check up to -

you haveto do | think up to four check marks.

So, you know, it was simply a matter of writing a patient’s name on aform,
putting a date on it and attaching it to a super bill that had the appropriate

code. And we do al our diagnosis coding.

So | figured it took, for the diabetes ones, it could take 30 seconds to two to
three minutes to check back through their record and find the last LDL
cholesterol and hemoglobin (A1C). The blood pressure of course | just got the

data because | just saw the patient.

And so, it was pretty simple. It was quick. It made me think about my
performance over longer period of time. | did sometimesto my horror notice
that there were patients | really hadn’t checked something on. They always
had afternoon appointments, so they never got fasting cholesterols or | didn’t
know what anti-platelet drug they were taking since the cardiologist was

managing them.

So | did find some things. Usually in the diabetic patient in which | found
things, it was because they were too sick or something else. So those are
actually people who you can just check off as being inappropriate to check

those or monitor those findings.
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S0, you know, | think my partners, because most of my partners decided not
to do it. Thought it was more burdensome than it actually turned out to be.
The only problems | saw while trying to do it was that | sometimes forgot. So
because most of the patients were seen - the diabetic patients were mostly

seen twice during the time period, | usualy caught them on the next visit.

It is distracting. Sometimes | would forget to do a prescription or write a
referral for something because | switched gears. The immediacy of office

visitsis very immediate.

And | think we can only hold three to five things in our working memory. And
thisisanother one. If - | don’t know what my payment is. We started to view
the payment access yesterday. And it’safairly long back and forth thing to
get access to the Web site. So, hopefully when | find that out I’ ll know how

much it seemed worth doing.

| would have liked more on-going feedback about my performance during the
time period. But | think that it wasn't difficult. | helped me switch to thinking
about registry thinking.

My (EHR) - my electronic health records wasn't sufficient to automatically
generate reminders. So it was dependent upon me. So | would agree with Dr.
(Hornback’ s) estimates on approximately what | think my revenue will be,

which will be | believe $3,000 more or less for having done this.

| think | did between three and five reports aweek. So it wasn't that
burdensome. The biggest problem was remembering to do it. Although it

seemed to get much easier over time.
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Thank you to both of you for putting that in termsthat | think would be, you
know, very understandable to your colleagues. And we do appreciate you

sharing your experience.

And | guesswe would - | guess | would first before we kind of move on to the
question and answers, and | believe Dr. (Hornback) and Dr. (Newman) can

participate in that as well.

I’d ask, you know, (CMY) if they wanted to make any comments related to
some of the issues that were raised. | think right before we started the call we

were talking with Dr. Rapp about registering for the secure online system.

And so | think they are, you know, (CMYS) is kind of getting some experience
with the physicians and the practices taking that step. So | guess Dr. Rapp do

you have any comments before we move to the question and answer period?

No. | think that those were very helpful vignettes of how two different
interests have dealt with the program. And | was quite intrigued.

With regards to the feedback reports, | think ideally yesit would be nice if we
could have more frequent feedback reports. | would just say that the feedback

reports were not actually a requirement of the statute.

The statue required us to make payments based upon a reporting, but we felt
that the feedback reports are very important aspect to it. And so we
incorporated it - that into the program.

Astime goes on, possibly we'll be able to have more frequent feedbacks. But
certainly from a practical standpoint, implementing in the first year we're

pleased that we were able to get this up and running asit is.
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And then as time goes on, the registering for the reports using the secure
online system is probably the most daunting aspect of getting the reports. That
really only has to be done once though. | think that’ s the most important thing.

Y ou have to get a key to the house once.
But once you' ve got that key you can go in anytime and you can go in for
multiple purposes. And we would expect that one will have to do that, as one

will find that entry way for avariety of other Medicare purposes too.

But, thank you very much for those vignettes. Again, | thought they were

quite intriguing to hear the personal experiences.

Thank you. And Natalie | believe we are now ready for questions.

Natalie Highsmith:  Okay. (Laurie) if you can just remind everyone on how to get into the

Operator:

(Kathy Ellis):

gueue to ask a question or give their comment. And everyone please
remember when it is your turn, to re-state your name, what state you are
calling from and what provider or provider organization you may be

representing today.

Thank you very much. | would like to remind everyone to signal for a

guestion, please press Star 1 on your telephone keypad.

Again, to signal for questions, please press Star 1 at thistime.

Our first question comes from (Kathy Ellis).

Hi. I’'m calling from Charlotte, North Carolina. | am not in Internal Medicine,

but I wanted to ask a question. | missed the last Forum. If you have a question
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on how to report for your specialty because there seems to be a discrepancy in
some of the measures - (101 to 105). Who do | contact?

The question would be related to the reporting of specific measuresin the list
of 119. The measures - thisis Brett Baker with (ACP) and (CMS) may want to

add to my comments.

| think the measures aren’t technically, you know, limited to certain
specialties, but | think if you have - if you have questions related to how to
use certain measures in the list, that you could probably get a sense.

| don't havethe full list in front of me of those measures. What are the

specific clinical areathat - which you're referring to?

Thisis(Dan) at (CMS). | believe those were the prostate measures.

Yessir.

Y eah. Was your question about how to report the measures? Or exactly what

areyou trying to find out?

On one of the measures for me it saysto report it each time a patient has
treatment. And in afree-standing (radiol ogy/oncology) center we report both
(77427) and the (antigen) code. So am | supposed to report on every single

one?

And then what about the denominator? If we are not supposed to report for
prostatectomies, doesn’t that make our denominator higher and mess up our
(met) numbers?
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To be honest with you, I’'m sorry | don’t have the specifications right in front

of me. But it'd be my pleasure to look into thisfor you if you want to send me

the question.

Okay.

Or do you want to give us your phone number and we can call you?

I’d rather email if that’ s okay?

Okay. You want to give us your email address?

If you send it to pgrifags@cmsofhhs.gov.

Okay.

It will come into our mailbox. And we will try to get you an answer in the

next couple days.

Thank you so much.

Thank you.

Our next question, we will go to (Carmella Knockrunner).

(Carmella Knockrunner): Hello. Thisis (Carmella Knockrunner) from Pittsburgh at UPMC

Health System. I’ m calling about the 15 consecutive patients. If I'm trying to
assist a physician group to do that.
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What if they had a patient in between the 15 that has Medicare as a secondary
insurance? Does that count as well? Or should we skip that patient? Or should
we just send that datain just in case the origina - the primary insurance is

denied? It’ sdisconnected. | can’t believeit.

One moment.

(Carmella Knockrunner): Oh | thought | was disconnected.

Man: So.

(Carmella Knockrunner): | didn’'t hear anything I’m sorry. | just kept hearing a phone
ringing.

(Bret): Yeah I'm sorry thisis (Bret) with (AT&T) and that was a technical issue on

our end. It's now resolved.

(Carmella Knockrunner): Do | need to repeat my question?

Brett Baker:

We didn't hear it here, but if the folks from (CMS) did and other did, if they
want to respond first?

(Carmella Knockrunner): Okay.

Brett Baker:

Operator:

But if it gets directed directly to usyou’ll need to repedt it.

Okay. Hold on one second.

(Carmella Knockrunner): Sure.
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Michael Rapp:  So | think we're not exactly stumped by the question, but it has to do with the

processing of the claims information?

(Carmella Knockrunner): Right.

Michael Rapp:  Soif we get it in then we would of course consider it. | think from a practical
standpoint you should go ahead and report it on the claim. But probably - |
would probably report it, but then also go ahead and count 15 where you

actually have Medicare as the primary one.

But, we'll try to get a more definitive answer on this and put it up on our

frequently asked questions.

(Carmella Knockrunner): Okay. And dso just, | do have my 15 consecutive patients. I’ ve
been monitoring them coming in on the schedule. Do | have to keep those
schedules as verification? I's that something that you' re going to be like
assistant - | don’t know? How do I?

Dr. Rapp: WEe' re not going to do that.

(Carmella Knockrunner): Okay.

Dr. Rapp: The way we' re going to figure out iswe're going to look at the consecutive
patients by date.

(Carmella Knockrunner): Okay.
Dr. Green: Date of service. So if you see 20 - if you see 20 patients on the same day, we

wouldn’'t know really if you skipped on or another if you only reported 15 if

they were particularly in order.
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But the definition of consecutiveis by date of service.

(Carmella Knockrunner): Okay. Soif | had 15 on - if | had 10 on day and five on the next
day. If that’s how it’s going to be.

Dr. Rapp: That’s how it’s going to be. But if you have 10 on one day and 10 on the next
day, we stopped. Y ou only report five on the second day. It could be that of
those 10 you report, that you don’t get everyone in order. But we're not going
to look to that level of detail.

(Carmella Knockrunner): Okay.

Dr. Rapp: We don't have that information. All we have is the date of service, so.

(Carmella Knockrunner): Okay.

Dr. Green: But back to your original question. If it’s not too much trouble, to be on the
safe side, as Dr. Rapp said, | would report on the one that has the other
insurance company as the primary payer and Medicare as the secondary.

But if you can, for safety’s sake | would report on a 16th patient.

(Carmella Knockrunner): Okay.

Dr. Green: Just in case the primary insurance company somehow strips off its quality data
codes and we don'’t receive it because, you know, we hate for you not to pass

because of something out of your control.

(Carmella Knockrunner): Okay. Thank you.
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Thanks.

Our next question comes from (Diane Weiss).

Hi. Good afternoon. Thisis (Diane Weiss) at (Ostra Health System) in
Louisiana. And first of all | just wanted to say thank you for making all of this
information available. Implementing a program like this certainly can be a bit

challenging.

| did want to especially thank you all for the - for the information on the July
9th phone call about accessing those reports. As | still continue to work to get
some of our providersinvolved, we are anxiously awaiting for the feedback
from the ’ 07 reporting period.

And I’'m having a difficult time finding that presentation. There was some
specifics that you all presented on July 9th about accessing those reports that
I’m not able to put my hands on.

And wanted to know if you could check the PQRI section of the (CMS) Web
siteto seeit it’sthere? Or if I'm just missing it, perhaps you could provide

some clarification before the end of the call?

Hi thisis (Pam Frederick) from (CMS). We have temporarily taken down that
slide set from the PQRI Web site because we needed to make some
corrections to the Power Point slides.

And rather than have mis-information up on the Web site we chose to take it
down until we can correct the set and get it back up on the Web site.

Hopefully by the beginning of next week we will have re-posted the slide set.
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Great. Well I'm glad to hear that. | thought maybe there was something | was
missing. And encouraged to know that it’s just actually not there, but will look

for it next week. Thank you all very much.

We'll take our next question from (Bea Malek).

Hi. Thisis Mrs. (Malek) from Dr. (Malek’s) office. First again aso I’ m happy
that you have taken this measure. Because this is an endocrine office and we
do, you know, have all this. We are always doing this measure.

| wanted to know for diabetics, do we need to have all the five measures that

are mandatory? That is my question.

And also the three claims based that you are doing, does it have to be like say
we are doing from July through December. So our first roll-out patients will

be going the first week of July.

And then they are not seen after three or four months. So how do we do all the

three claims within that period?

Thisis Brett Baker and on the first part of the question about the diabetes

measure group.
Yes.
In al five of the individual measuresin that group, and (CMS) can respond as

well, but my understanding is that since the denominator is the same for all

the individual measuresin the diabetes measure group, that you would be



(BeaMalek):

CENTERS FOR MEDICARE AND MEDICAID SERVICES
Moderator: Natalie Highsmith

07-15-08/3:30 pm ET

Confirmation # 53531371

Page 43

typically be reporting on al five individual measures when the patient is
eligible for the group.

If the -if one of the individual measures was, you know, not applicable or just
more commonly, you know, it’s something that you' d report an exclusion for
asto not being relevant or not done. Then you can use the exclusion modifier

for that individual diabetes measure code.

So | believe that’ s the answer to the first question. The second, which I’'m not
sure | understood correctly, but was whether the patient would comein - in
July and then the same patient would come back, you know, three months

later or later in the year.

For the measure group, you would - if you were, you know, going for the 15
consecutive patients, you likely wouldn’t need to report on that second

encounter with the patient.

But if you wanted to as a back up or go for that 80% of the measure group in
the last six months, then you would report on that patient again. And then for
the individual measuresin that measure group, you would kind of pick up
appropriate quality measure for each code. Which include that, you know, re-
reporting that you had, you know, aready checked the hemoglobin (A1C), or,
you know, whatever the appropriate individual, you know, quality measure

code would be for each individual measure.

Okay. So it does not have to be like, you know, the second time they’re
coming, you may not report it? Or you have to report the - how they are doing

the second time?
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Michael Rapp:  Thisis(Mike) Rapp from (CMS). The way the diabetes measures work, they
only have to be reported once during a reporting period for a particular
patient.

(BeaMaek): | see.

Michael Rapp:  So once you report it on a patient with diabetes, you' re done with them. Y ou

can report again. There' s no penalty for that, but it’s not necessary.

(BeaMalek): So what does that mean with three claims based? | don’t understand that?

Dr. Green I’m sorry (Mike).

Michael Rapp:  No. On three claims based - you' re talking about three measures?

Mr. Baker: | think the confusion you have Mrs. (Malek), if you’re intending to start
reporting in July using claims. The options that you have are reporting the
diabetes measures group which would require you to report on al five of
those measures for either 15 consecutive patients, or for 80% of the patients
that Dr. (Mallic) sees during that six month reporting time.

The three measures that you’ re referring to isonly an option if you're
reporting for the entire 12 month reporting period. Or, if you' re reporting
through aregistry.

(BeaMalek): Thanks. That answers my question.

Dr. Green Y eah Mr. Baker thank you.

Operator: Our next questions from (Michael Davisworth).
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(Michael Davisworth): Yesthisis (Michael Davisworth) calling from Scottsdale, Arizona.
The provider | work for is Dr. (Paul Howard). Dr. (Howard) wanted me to sit

in today to seeif this would be something he' d be interested in doing.

And the only question | have is Dr. (Howard) is aMedicare non-assigned

provider. How does this affect payment if it does at all?

Mr. Baker: Y ou say he's a non-participating provider?
Dr. Rapp Mr. Baker I’'m going to let someone from the payment end answer that
guestion.

(Kathy Purcell):  Hi. Thisis (Kathy Purcell). I'm assuming you' re an enrolled Medicare
provider, but you’ ve elected not to accept assignment on your Medicare
clams.

(Michael Davisworth): That is correct.

(Kathy Purcell): It shouldn’t have any impact on the people - your PQRI payments. It doesn’t
matter if the claims are assigned or unassigned. It’ sjust that you have to
submit the claims with the proper measures.

(Michael Davisworth): Sure. Okay. That was the only question | had. Thank you.

(Kathy Purcell):  You're welcome.

Operator: Our next question comes from (Carol Cooper).
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(Carol Cooper): Hi. Thisis(Carol Cooper) from (Inland Imaging) in Washington. One of the
questions | have is what of the new measures are specifically for radiol ogists?

Woman Does anyone at (CMS) want to respond to that question?

Michael Rapp:  Isthe question what measures are specifically for radiologists? Is that what

you said?
(Carol Cooper): Correct. The new ones. We are currently doing measure 10 and 11.
Michael Rapp:  Okay. The new ones - they’re - are you talking about for measure groups?
(Carol Cooper): Yes.
Michael Rapp:  So there are no new measures that were introduced in July of 2007. The
measures for - excuse me, for 2008. The measures for 2008 were - are the

same 119 measures that were identified previously.

The only thing that happened mid-year isthat we have different alternative

reporting criteriafor measure groups.

So, we identified several sets of measure groups - diabetes, end-stage renal
disease, chronic kidney disease and prevention.

But the - none of the measures are especially specific. However, it would be
unlikely 1 would think that the radiologists would have practice that focuses
on those types of services.

But the measures that you' re talking about that were already, you know,
stacked for 2008 continue in effect. And just - and the introduction of the
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measure groups gives another way - another set of criteria by which the bonus
payment can be earned for 2008.

But those - for physicians and other professionals that are already reporting
using a particular method for individual measures, there’ s no reason or no
need to change. Just keep the reporting up to meet the 80% requirement.

(Carol Cooper): Okay.

Michael Rapp:  Does that answer your question? Or did | not?

(Carol Cooper): Yes. Yesyou did.

Michael Rapp:  Soif you're already reporting on two measures, just keep it up.

(Carol Cooper): Okay. Thank you.

Operator: From (Y vonne) we take our next question from (Rita Barilla).

(RitaBarilla): Hi. The question that | had iswhat (G Codes) are you actually using on the
PQRI?Isit just (Ep Codes)? Because we weren't billing any (G Codes) with
ours.

Dr. Green Could you repeat that?

(RitaBarilla): With the PQRI, we wanted to know what (G Codes) are you actualy billing

out. Because | know that we're billing the diabetic patients, but we' re not

using any (G Codes).
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Okay. Are you familiar with how the program works in terms of re-submitting
aquality data code for the measures? Or are you talking about using measure

groups?

Just briefly. The (G Codes) for measure groups are to indicate the report - the
starting of reporting measure groupsiif that’s what you' re talking about. There
are (G Codes) for that.

That’swhat I’ m talking about. Exactly. What codes should | be using?

Okay. So I’'m sorry thisis (Dan). | don’t mean to just speak over Dr. Rapp.
But are you currently participating with PQRI and submitting quality data

codes?

Yeswe are.

Okay. So the three measures - I’ m sorry, that you' re referring to | believe use
(CPT 2) codes which end sometimesin an (F).

Okay. We're using those. Okay.

Right. So not all measures have (G Codes). The (G Codes) that we're
referring to when we talk about measures groups, there is a specific (G Code)
with each measures group. So, if you started to do the consecutive patient part,
and again if you' re already participating with the three measures through the

claims from the beginning of the year you should not change.

Because you' |l only qualify for the six month reporting as opposed to 12

month which could lower your potential incentive payment.
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So if you' re already doing three measures through claims, the codes that
you're talking about ended in (F). Those are (CPT 2) codes. (CPT 2) codes
and (G Codes) are both used as quality data codes to report information to us.

Measure specific (G Codes) are a- I’'m sorry, measured group-specific (G
Codes) areto indicate to (CMS) that you intend to report the diabetes or the

end-stage renal disease or preventive care measures group.

And it signals us that thisis the start of your consecutive patients, or thisisthe
start of your report of that measures group for the 80% consecutive patients.

So if you're submitting that (F Code) as you called it, that isa (CPT 2) code
and that’ s fine.

Okay. Another question that | had is we currently have these code on a Hicfa
and on the electronic, and we're not - we don’t have a separate note for them.
Are we doing that correctly, or should the doctor be noting a separate note?

Separate note on the claims?

Yes. A separate progress note. Because we' re combining everything like with

(EN& M) and we' re submitting it electronically.

That should be fine provided that the (EN& M) service - that the measureiis -

callsfor isincluded as well as the diagnosis.

So in other words, for diabetes you'd need to have let’ s say a(99213) and |
believeit’s a (250.something) | believe for the diabetic (1CP) codes.
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So aslong as you have that information on the claim with your quality data
codes - those (F Codes) as you refer to them. Y ou should be good.

Great. Thank you.

Thank you.

We'll take our next question from (Hila Austrin).

Hi. Thisis (Hila Austrin) from Dr. (Donald Austrin’s) office in Connecticut.
Someone actually just put on it - | was under the impression that you needed
to have it documented in the - we have an electronic health record through (e-

clinical works).

And my husband always checks everything. And he is writing a separate note
saying, you know, reviewed the hemoglobin (A1C) and it's below 9 and
whatever. |sthat necessary for him to be doing? Or does he just review it and
write down on the claim that he’ s reviewed it? | guess should it be
documented in the notes also that it was reviewed?

In general you should - the submission of a quality data code on the claimis
simply areflection of what was done. So normally you would document your
servicesin general.

Okay. Well he documents the (EN&M). It’ s just those specific measures. |

wasn't sure how far he needed to get into it.

These particular measures that you are describing, you know, he would have
had to checked the hemoglobin (A1C) to know which of the (CPT 2) codesto
report. Whether it’s above 9, between 7 and 9, or below 7.
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Right.

Similarly for the blood pressure, there are different codes for the pressures. So
he would need to have documented it to be able to report the code that’ s

correct.

But let’s say you' ve got the laboratory results in the chart.

Y eah that’ swhat I'm saying. Like the hemoglobin say might be three months
old.

If it’sin the chart, | don’t think you probably - | mean the documentation we

don’'t have specific rules or requirements for documentation.

So that’s he’ slooked at it and then we' re reporting it on the claim with the
proper (F Code) is okay?

Right. All we'll seeisthe codes. We don't seek to get into details about telling

you how to document your care.

Okay. Now last year we did - we were doing the 80%. Our health record - our
(EMR), it popped up everything. They had a PQRI tool. So we were making it
alot harder than we needed to.

| mean we would report on falls. We would report on end-stage renal disease
and diabetes. Whatever it came up with we were reporting it every time which

| now see we don't need to do that.
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So for the first six months of thisyear, | just said enough. | can’t spend an
hour on a Medicare claim. And neither could he. So, shall | for the rest of the
year just do the 15 80% with the group/

No. Again, the 15 consecutive patients for the measures groups only applies to
the second half of the year.

Right. But this - the beginning part of thisyear | didn’t doit. | did it for last
year and | just stopped for like six months.

So you did 10 measures last year and you just said enough and.

Exactly. And now my husband - actually he didn’t know | stopped doing it.
But | stopped.

Well we won't tell, but the other 100 and some people might.

Y eah.

Now everybody knows. So, yes. Once you have available in a claims-based

system would be to use the measure groups.

Okay. That’s what we will do then. Okay. Thank you very much. It was very

informative.
WEe'll take our next question from (Amy Lind).
Hi. My nameis (Amy). I’'m calling from a Pain Management practice.

Obviously none of the measure groups apply to our practice, so | will be

reporting individual measures.
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I’ ve come up with about four measures that | think would apply to us. Should
| report al four measures even though one or two of them don’t apply? Would
| report that measure with the exclusion modifier? Or do | just don’t report the

measure on the patients that it does not apply to?

The way it worksisto earn the 80% incentive, oneis required to report on
three measures if three apply. Or if less than three apply, then one or two

measures as applicable.

So, there’ s avalidation processthat if you report a measure and there' s one
closely related - like if you only reported one diabetes measure, that you
would not be able to qualify for an incentive payment by doing that. Because

there are two other measures at |east that are applicable.

But, you have to pick the measures that you think are applicable to the
practice. There' s no point in reporting a measure that’ s just not applicableto
the service. So, the ones that are applicable and you report up.

One caveat hereisyou talked about starting now. Of course, the requirement
is 80% of applicable cases. So in certain instances, the measure - and you can

look at the individual measure you’ re talking about.

And if it's ameasure that only has to be reported once during your reporting
period, and some 60 of the measures are like that. Then you could conceivably
be able to qualify even though you' re starting late in the year for that

particular measure.

But, if it'sameasure that has to be reported on each visit, for example, aspirin

with a heart attack. Every time the person has a heart attack. Or antibiotics
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pre-operatively. Every time you take - do a patient - if you do 10 operations
on that same patient, you would report each time.

But as | mentioned earlier, diabetesis just once per reporting period. So you

have to look through it and see whether you can effectively report.

Even if you don’t earn the incentive though, if you decide you want to see
how it works and see how the information would come back. Even through

you don’t qualify for the incentive, you will still get areport next year.

And so you may want to do that just to see how it works and to get the report
back. Even though you may conceivably not actually qualify for the incentive
payment.

Thank you. | use a structural measure. Or should that be in addition the one,

two or three measures - quality?

If the structural measures are aternatives, once you report a measure once, it's

assumed it appliesto you.

So you would with a structural measure - the difficulty there if you're starting

thislate in the year, that basically is an every time kind of measure.

So, unless you' re seeing 80% of your patients after today, it would be unlikely
that you' d get a satisfactual report.

But nevertheless, couple of aspects to that. The structural measure for (e-
prescribing) as you know, probably in the new Medicare legidation - that we
don’t know what the status will be since the President vetoed the particular
Bill that was recently passed.
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But if that provision that was in there, it provides a 2% incentive payment for
(e-prescribing) for 2009. So you might want to get used to reporting that
measure even though you conceivably wouldn’t qualify for an incentive
payment this year. But you would figure out how does that measure works

next year.

And if Congress moves ahead and the same legislation comes through with
that provision init, that’s a particularly important opportunity to earn an
incentive. And also to promote (e-prescribing) which we believe has alot
positive benefits from point of view of patient safety and also patients.

Okay. Thank you.

Our next question comes from (Kian Kaflin).

Hi this.

Ms. (Kaflin) please check your mute button. We cannot hear you.

Hi thisis (Kian Kaflin). | work with (Radia) in Washington. And | do have a
guestion about the new measures for big - we're the largest radiology group in

the Pacific Northwest.

So | have a question about the new measures (T144) and (T145). How do we
go about participating in that? Even though | know it’s not an incentive.

All you have to do to report those measuresis just go ahead and start reporting

them. And then we will be able to evaluate the participation.
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So we would encourage you to do that. | think it’s one that’s - those measures
are probably supported by the Radiology Association.

And so, to participate with that, all you have to do isjust submit the relevant
(CPT 2) code.

(Kian Kaflin): (C Code) you mean?

Dr. Green Pardon me?

(Kian Kaflin): Y ou would submit the relevant (CPT) codes?

Dr. Green Yeah. (CPT 2). You report those measures the same way you do every other

regular measure. The only differenceisthey don’'t qualify for an incentive

payment. But you don'’t.

(Kian Kaflin): Okay. But you report it under the (CPT) Category 2 code?

Dr. Green Just the way you do the other measures. Y es.

(Kian Kaflin): Okay. Thank you so much.

Natalie Highsmith:  Okay, well we have reached our 5 o’ clock hour here on the East Coast. |

would like to turn the call over to our presentersfor any closing remarks.

Brett Baker: Oh great (Deb), thank you. Thisis Brett Baker with (ACP). And thanks to al
for their participation and (CMS) for sticking around and helping to answer,

you know, many of the questions.
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| hope they’ re helpful to the other participants aswell. And just to kind of
reiterate that any questions that we may not have got to, the last slidein the
slide deck contains our PQRI mailbox that you can send questions directly to
(ACP).

And | believe you heard from (CMYS) as they had briefly had mentioned the
mail box - the email box that they have for PQRI questions. So we certainly
encourage you to submit questions and that we can respond to and use the
kind of broad - more broadly inform our members about the issues that are

likely, you know, that you would have that are representative of the larger
group.

Also, again, we' d ask that those participants go to the - our Web site and fill
out the very brief survey on their experience with thiscall. And then PQRI

participation in general.

So, the (ACP) was delighted for the opportunity to work with (CMS) to co-
host this Forum. A special thanks to our (ACP) leaders who shared their

experience.

And we intend to kind of catalog those and other kind of experience - success
stories and make those available, and other information on the PQRI - on our
Web site to help our members, you know, that are more interested in

participation and participating in 2008.

And then in 2009 as the Medicare Program is likely to continue to be funded
and probably even with adlightly larger payment than before, so. Again,
thanksto al for their participation.
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Dr.Rapp And we would say - like also from the (CMS) standpoint to express our
appreciation to the American College of Physicians. And your participants. It

was avery informative call. So thank you all.

Natalie Highsmith:  Okay (Laurie) can you tell us how many people joined us on the phone

lines?
Operator: | have 212 today.
Natalie Highsmith: ~ 212. Okay. Thank you all. And please stay tuned to the Open Door Forum

(List Serve) for announcements for any upcoming Open Door Forums related
to PQRI. Thank you.

Dr. Green Hi - hello? Hello?

Dr. Green Hello?

Dr. Green Hey thisthe (ACP call).

Dr. Green Hi. We're just trying to find out from the operator how many folks still were

inline for questions.

Dr. Green Oh okay.
((Crosstalk))
Operator: Thank you very much ladies and gentlemen for joining today’ s Centers for

Medicare and Medicaid Services Conference Call.

This concludes your conference. Y ou may now disconnect.
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